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CHAPTER 78
AMOUNT, DURATION AND SCOPE OF

MEDICAL AND REMEDIAL SERVICES
[Prior to 7/1/83, Social Services[770] Ch 78]
[Prior to 2/11/87, Human Services[498]]

441—78.1(249A) Physicians’ services. Payment will be approved for all medically necessary services
and supplies provided by the physician including services rendered in the physician’s office or clinic, the
home, in a hospital, nursing home or elsewhere.

Payment shall be made for all services rendered by a doctor of medicine or osteopathy within the
scope of this practice and the limitations of state law subject to the following limitations and exclusions:

78.1(1) Payment will not be made for:

a. Drugs dispensed by a physician or other legally qualified practitioner (dentist, podiatrist,
therapeutically certified optometrist, physician assistant, or advanced registered nurse practitioner)
unless it is established that there is no licensed retail pharmacy in the community in which the legally
qualified practitioner’s office is maintained. Payment will not be made for biological supplies and drugs
provided free of charge to practitioners by the state department of public health. Rate of payment shall
be established as in subrule 78.2(2), but no professional fee shall be paid.

b.  Routine physical examinations. Rescinded IAB 8/1/07, effective 8/1/07.

c¢.  Treatment of certain foot conditions as specified in 78.5(2) “a,” “b,” and “c

d. Acupuncture treatments.

e.  Rescinded 9/6/78.

/- Unproven or experimental medical and surgical procedures. The criteria in effect in the
Medicare program shall be utilized in determining when a given procedure is unproven or experimental
in nature.

g Charges for surgical procedures on the “Outpatient/Same Day Surgery List” produced by
the Iowa Foundation for Medical Care or associated inpatient care charges when the procedure is
performed in a hospital on an inpatient basis unless the physician has secured approval from the
hospital’s utilization review department prior to the patient’s admittance to the hospital. Approval shall
be granted only when inpatient care is deemed to be medically necessary based on the condition of the
patient or when the surgical procedure is not performed as a routine, primary, independent procedure.
The “Outpatient/Same Day Surgery List” shall be published by the department in the provider manuals
for hospitals and physicians. The “Outpatient/Same Day Surgery List” shall be developed by the
Iowa Foundation for Medical Care, and shall include procedures which can safely and effectively be
performed in a doctor’s office or on an outpatient basis in a hospital. The lowa Foundation for Medical
Care may add, delete, or modify entries on the “Outpatient/Same Day Surgery List.”

78.1(2) Drugs and supplies may be covered when prescribed by a legally qualified practitioner as
provided in this rule.

a. Drugs are covered as provided by rule 441—78.2(249A).

b.  Medical supplies are payable when ordered by a legally qualified practitioner for a specific
rather than incidental use, subject to the conditions specified in rule 441—78.10(249A). When a member
is receiving care in a nursing facility or residential care facility, payment will be approved only for the
following supplies when prescribed by a legally qualified practitioner:

(1) Colostomy and ileostomy appliances.

(2) Colostomy and ileostomy care dressings, liquid adhesive and adhesive tape.

(3) Disposable irrigation trays or sets.

(4) Disposable catheterization trays or sets.

(5) Indwelling Foley catheter.

(6) Disposable saline enemas.

(7) Diabetic supplies including needles and syringes, blood glucose test strips, and diabetic urine
test supplies.
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c.  Prescription records are required for all drugs as specified in lowa Code sections 124.308,
155A.27 and 155A.29. For the purposes of the medical assistance program, prescriptions for medical
supplies are required and shall be subject to the same provisions.

d. Rescinded TAB 1/30/08, effective 4/1/08.

e.  All physicians who administer vaccines which are available through the Vaccines for Children
program to Medicaid members shall enroll in the Vaccines for Children program. Vaccines available
through the Vaccines for Children program shall be obtained from the department of public health for
Medicaid members. Physicians shall, however, receive reimbursement for the administration of these
vaccines to Medicaid members.

£ Nonprescription drugs. Rescinded IAB 1/30/08, effective 4/1/08.

78.1(3) Payment will be approved for injections provided they are reasonable, necessary, and related
to the diagnosis and treatment of an illness or injury. When billing for an injection, the legally qualified
practitioner must specify the brand name of the drug and the manufacturer, the strength of the drug,
the amount administered, and the charge of each injection. When the strength and dosage of the drug
is not included, payment will be made based on the customary dosage. The following exclusions are
applicable.

a. Payment will not be approved for injections when they are considered by standards of
medical practice not to be specific or effective treatment for the particular condition for which they are
administered.

b.  Payment will not be approved for an injection when administered for a reason other than the
treatment of a particular condition, illness, or injury. When injecting an amphetamine or legend vitamin,
prior approval must be obtained as specified in 78.1(2) “a ”(3).

c.  Payment will not be approved when injection is not an indicated method of administration
according to accepted standards of medical practice.

d.  Allergenic extract materials provided the patient for self-administration shall not exceed a
90-day supply.

e. Payment will not be approved when an injection is determined to fall outside of what is
medically reasonable or necessary based on basic standards of medical practice for the required level
of care for a particular condition.

f- Payment will not be approved for vaccines which are available through the Vaccines for
Children program. In lieu of payment, vaccines available through the Vaccines for Children program
shall be accessed from the department of public health.

g Payment will not be approved for injections of “covered Part D drugs” as defined by 42 U.S.C.
Section 1395w-102(e)(1)-(2) for any “Part D eligible individual” as defined in 42 U.S.C. Section
1395w-101(a)(3)(A), including an individual who is not enrolled in a Part D plan.

78.1(4) For the purposes of this program, cosmetic, reconstructive, or plastic surgery is surgery
which can be expected primarily to improve physical appearance or which is performed primarily for
psychological purposes or which restores form but which does not correct or materially improve the
bodily functions. When a surgical procedure primarily restores bodily function, whether or not there is
also a concomitant improvement in physical appearance, the surgical procedure does not fall within the
provisions set forth in this subrule. Surgeries for the purpose of sex reassignment are not considered as
restoring bodily function and are excluded from coverage.

a. Coverage under the program is generally not available for cosmetic, reconstructive, or plastic
surgery. However, under certain limited circumstances payment for otherwise covered services and
supplies may be provided in connection with cosmetic, reconstructive, or plastic surgery as follows:

(1) Correction of a congenital anomaly; or

(2) Restoration of body form following an accidental injury; or

(3) Revision of disfiguring and extensive scars resulting from neoplastic surgery.

(4) Generally, coverage is limited to those cosmetic, reconstructive, or plastic surgery procedures
performed no later than 12 months subsequent to the related accidental injury or surgical trauma.
However, special consideration for exception will be given to cases involving children who may require
a growth period.
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b.  Cosmetic, reconstructive, or plastic surgery performed in connection with certain conditions is
specifically excluded. These conditions are:

(1) Dental congenital anomalies, such as absent tooth buds, malocclusion, and similar conditions.

(2) Procedures related to transsexualism, hermaphroditism, gender identity disorders, or body
dysmorphic disorders.

(3) Cosmetic, reconstructive, or plastic surgery procedures performed primarily for psychological
reasons or as a result of the aging process.

(4) Breast augmentation mammoplasty, surgical insertion of prosthetic testicles, penile implant
procedures, and surgeries for the purpose of sex reassignment.

c. When it is determined that a cosmetic, reconstructive, or plastic surgery procedure does not
qualify for coverage under the program, all related services and supplies, including any institutional
costs, are also excluded.

d.  Following is a partial list of cosmetic, reconstructive, or plastic surgery procedures which are
not covered under the program. This list is for example purposes only and is not considered all inclusive.

(1) Any procedure performed for personal reasons, to improve the appearance of an obvious feature
or part of the body which would be considered by an average observer to be normal and acceptable for
the patient’s age or ethnic or racial background.

(2) Cosmetic, reconstructive, or plastic surgical procedures which are justified primarily on the
basis of a psychological or psychiatric need.

(3) Augmentation mammoplasties.

(4) Face lifts and other procedures related to the aging process.

(5) Reduction mammoplasties, unless there is medical documentation of intractable pain not
amenable to other forms of treatment as the result of increasingly large pendulous breasts.

(6) Panniculectomy and body sculpture procedures.

(7) Repair of sagging eyelids, unless there is demonstrated and medically documented significant
impairment of vision.

(8) Rhinoplasties, unless there is evidence of accidental injury occurring within the past six months
which resulted in significant obstruction of breathing.

(9) Chemical peeling for facial wrinkles.

(10) Dermabrasion of the face.

(11) Revision of scars resulting from surgery or a disease process, except disfiguring and extensive
scars resulting from neoplastic surgery.

(12) Removal of tattoos.

(13) Hair transplants.

(14) Electrolysis.

(15) Sex reassignment.

(16) Penile implant procedures.

(17) Insertion of prosthetic testicles.

e. Coverage is available for otherwise covered services and supplies required in the treatment
of complications resulting from a noncovered incident or treatment, but only when the subsequent
complications represent a separate medical condition such as systemic infection, cardiac arrest, acute
drug reaction, or similar conditions. Coverage shall not be extended for any subsequent care or
procedure related to the complication that is essentially similar to the initial noncovered care. An
example of a complication similar to the initial period of care would be repair of facial scarring resulting
from dermabrasion for acne.

78.1(5) The legally qualified practitioner’s prescription for medical equipment, appliances, or
prosthetic devices shall include the patient’s diagnosis and prognosis, the reason the item is required,
and an estimate in months of the duration of the need. Payment will be made in accordance with rule
78.10(249A).

78.1(6) Payment will be approved for the examination to establish the need for orthopedic shoes in
accordance with rule 78.15(249A).

78.1(7) No payment shall be made for the services of a private duty nurse.
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78.1(8) Payment for mileage shall be the same as that in effect in part B of Medicare.

78.1(9) Payment will be approved for visits to patients in nursing facilities subject to the following
conditions:

a. Payment will be approved for only one visit to the same patient in a calendar month. Payment
for further visits will be made only when the need for the visits is adequately documented by the
physician.

b.  When only one patient is seen in a single visit the allowance shall be based on a follow-up home
visit. When more than one patient is seen in a single visit, payment shall be based on a follow-up office
visit. In the absence of information on the claim, the carrier will assume that more than one patient was
seen, and payment approved on that basis.

c¢.  Payment will be approved for mileage in connection with nursing home visits when:

(1) It is necessary for the physician to travel outside the home community, and

(2) There are not physicians in the community in which the nursing home is located.

d. Payment will be approved for tasks related to a resident receiving nursing facility care which
are performed by a physician’s employee who is a nurse practitioner, clinical nurse specialist, or
physician assistant as specified in 441—paragraph 81.13(13) “e. ” On-site supervision of the physician
is not required for these services.

78.1(10) Payment will be approved in independent laboratory when it has been certified as eligible
to participate in Medicare.

78.1(11) Rescinded, effective 8/1/87.

78.1(12) Payment will be made on the same basis as in Medicare for services associated with
treatment of chronic renal disease including physician’s services, hospital care, renal transplantation,
and hemodialysis, whether performed on an inpatient or outpatient basis. Payment will be made for
deductibles and coinsurance for those persons eligible for Medicare.

78.1(13) Payment will be made to the physician for services rendered by auxiliary personnel
employed by the physician and working under the direct personal supervision of the physician, when
such services are performed incident to the physician’s professional service.

a. Auxiliary personnel are nurses, physician’s assistants, psychologists, social workers,
audiologists, occupational therapists and physical therapists.

b.  An auxiliary person is considered to be an employee of the physician if the physician:

(1) Isable to control the manner in which the work is performed, i.e., is able to control when, where
and how the work is done. This control need not be actually exercised by the physician.

(2) Sets work standards.

(3) Establishes job description.

(4) Withholds taxes from the wages of the auxiliary personnel.

c.  Direct personal supervision in the office setting means the physician must be present in the
same office suite, not necessarily the same room, and be available to provide immediate assistance and
direction.

Direct personal supervision outside the office setting, such as the member’s home, hospital,
emergency room, or nursing facility, means the physician must be present in the same room as the
auxiliary person.

Advanced registered nurse practitioners certified under board of nursing rules 655—Chapter 7
performing services within their scope of practice are exempt from the direct personal supervision
requirement for the purpose of reimbursement to the employing physicians. In these exempted
circumstances, the employing physicians must still provide general supervision and be available to
provide immediate needed assistance by telephone. Advanced registered nurse practitioners who
prescribe drugs and medical devices are subject to the guidelines in effect for physicians as specified in
rule 441—78.1(249A).

A physician assistant licensed under board of physician assistants’ professional licensure rules in
645—Chapter 325 is exempt from the direct personal supervision requirement but the physician must
still provide general supervision and be available to provide immediate needed assistance by telephone.
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Physician assistants who prescribe drugs and medical devices are subject to the guidelines in effect for
physicians as specified in rule 441—78.1(249A).

d.  Services incident to the professional services of the physician means the service provided by the
auxiliary person must be related to the physician’s professional service to the member. If the physician
has not or will not perform a personal professional service to the member, the clinical records must
document that the physician assigned treatment of the member to the auxiliary person.

78.1(14) Payment will be made for persons aged 20 and under for nutritional counseling provided by
a licensed dietitian employed by or under contract with a physician for a nutritional problem or condition
of a degree of severity that nutritional counseling beyond that normally expected as part of the standard
medical management is warranted. For persons eligible for the WIC program, a WIC referral is required.
Medical necessity for nutritional counseling services exceeding those available through WIC shall be
documented.

78.1(15) The certification of inpatient hospital care shall be the same as that in effect in part A of
Medicare. The hospital admittance record is sufficient for the original certification.

78.1(16) No payment will be made for sterilization of an individual under the age of 21 or who
is mentally incompetent or institutionalized. Payment will be made for sterilization performed on an
individual who is aged 21 or older at the time the informed consent is obtained and who is mentally
competent and not institutionalized when all the conditions in this subrule are met.

a. The following definitions are pertinent to this subrule:

(1) Sterilization means any medical procedure, treatment, or operation performed for the purpose
of rendering an individual permanently incapable of reproducing and which is not a necessary part of
the treatment of an existing illness or medically indicated as an accompaniment of an operation on the
genital urinary tract. Mental illness or retardation is not considered an illness or injury.

(2) Hysterectomy means a medical procedure or operation to remove the uterus.

(3) Mentally incompetent individual means a person who has been declared mentally incompetent
by a federal, state or local court of jurisdiction for any purpose, unless the individual has been declared
competent for purposes which include the ability to consent to sterilization.

(4) Institutionalized individual means an individual who is involuntarily confined or detained,
under a civil or criminal statute, in a correctional or rehabilitative facility, including a mental hospital
or other facility for the care and treatment of mental illness, or an individual who is confined under a
voluntary commitment in a mental hospital or other facility for the care and treatment of mental illness.

b.  The sterilization shall be performed as the result of a voluntary request for the services made
by the person on whom the sterilization is performed. The person’s consent for sterilization shall be
documented on:

(1) Form 470-0835 or 470-0835(S), Consent Form, or

(2) An official sterilization consent form from another state’s Medicaid program that contains all
information found on the Iowa form and complies with all applicable federal regulations.

c¢.  The person shall be advised prior to the receipt of consent that no benefits provided under the
medical assistance program or other programs administered by the department may be withdrawn or
withheld by reason of a decision not to be sterilized.

d.  The person shall be informed that the consent can be withheld or withdrawn any time prior to
the sterilization without prejudicing future care and without loss of other project or program benefits.

e. The person shall be given a complete explanation of the sterilization. The explanation shall
include:

(1) A description of available alternative methods and the effect and impact of the proposed
sterilization including the fact that it must be considered to be an irreversible procedure.

(2) A thorough description of the specific sterilization procedure to be performed and benefits
expected.

(3) A description of the attendant discomforts and risks including the type and possible effects of
any anesthetic to be used.
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(4) An offer to answer any inquiries the person to be sterilized may have concerning the procedure
to be performed. The individual shall be provided a copy of the informed consent form in addition to
the oral presentation.

f. At least 30 days and not more than 180 days shall have elapsed following the signing of the
informed consent except in the case of premature delivery or emergency abdominal surgery which occurs
not less than 72 hours after the informed consent was signed. The informed consent shall have been
signed at least 30 days before the expected delivery date for premature deliveries.

g The information in paragraphs “b " through “/” shall be effectively presented to a blind, deaf, or
otherwise handicapped individual and an interpreter shall be provided when the individual to be sterilized
does not understand the language used on the consent form or used by the person obtaining consent. The
individual to be sterilized may have a witness of the individual’s choice present when consent is obtained.

h.  The consent form described in paragraph 78.1(16) “b ” shall be attached to the claim for payment
and shall be signed by:

(1) The person to be sterilized,

(2) The interpreter, when one was necessary,

(3) The physician, and

(4) The person who provided the required information.

i.  Informed consent shall not be obtained while the individual to be sterilized is:

(1) In labor or childbirth, or

(2) Seeking to obtain or obtaining an abortion, or

(3) Under the influence of alcohol or other substance that affects the individual’s state of awareness.

j. Payment will be made for a medically necessary hysterectomy only when it is performed for a
purpose other than sterilization and only when one or more of the following conditions is met:

(1) The individual or representative has signed an acknowledgment that she has been informed
orally and in writing from the person authorized to perform the hysterectomy that the hysterectomy will
make the individual permanently incapable of reproducing, or

(2) Theindividual was already sterile before the hysterectomy, the physician has certified in writing
that the individual was already sterile at the time of the hysterectomy and has stated the cause of the
sterility, or

(3) The hysterectomy was performed as a result of a life-threatening emergency situation in which
the physician determined that prior acknowledgment was not possible and the physician includes a
description of the nature of the emergency.

78.1(17) Abortions. Payment for an abortion or related service is made when Form 470-0836 is
completed for the applicable circumstances and is attached to each claim for services. Payment for an
abortion is made under one of the following circumstances:

a. The physician certifies that the pregnant woman’s life would be endangered if the fetus were
carried to term.

b.  The physician certifies that the fetus is physically deformed, mentally deficient or afflicted with
a congenital illness and the physician states the medical indication for determining the fetal condition.

c¢.  The pregnancy was the result of rape reported to a law enforcement agency or public or private
health agency which may include a family physician within 45 days of the date of occurrence of the
incident. The report shall include the name, address, and signature of the person making the report.
Form 470-0836 shall be signed by the person receiving the report of the rape.

d.  The pregnancy was the result of incest reported to a law enforcement agency or public or private
health agency including a family physician no later than 150 days after the date of occurrence. The report
shall include the name, address, and signature of the person making the report. Form 470-0836 shall be
signed by the person receiving the report of incest.

78.1(18) Payment and procedure for obtaining eyeglasses, contact lenses, and visual aids, shall be
the same as described in 441—78.6(249A). (Cross-reference 78.28(3))

78.1(19) Preprocedure review by the lowa Foundation for Medical Care (IFMC) will be required if
payment under Medicaid is to be made for certain frequently performed surgical procedures which have
a wide variation in the relative frequency the procedures are performed. Preprocedure surgical review
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applies to surgeries performed in hospitals (outpatient and inpatient) and ambulatory surgical centers.
Approval by the IFMC will be granted only if the procedures are determined to be necessary based on
the condition of the patient and the published criteria established by the IFMC and the department. If not
so approved by the IFMC, payment will not be made under the program to the physician or to the facility
in which the surgery is performed. The criteria are available from IFMC, 6000 Westown Parkway, Suite
350E, West Des Moines, lowa 50265-7771, or in local hospital utilization review offices.

The “Preprocedure Surgical Review List” shall be published by the department in the provider
manuals for physicians, hospitals, and ambulatory surgical centers. The “Preprocedure Surgical Review
List” shall be developed by the department with advice and consultation from the IFMC and appropriate
professional organizations and will list the procedures for which prior review is required and the steps
that must be followed in requesting such review. The department shall update the “Preprocedure
Surgical Review List” annually. (Cross-reference 78.28(1) “e.”)

78.1(20) Transplants.

a. Payment will be made only for the following organ and tissue transplant services:

(1) Kidney, cornea, skin, and bone transplants.

(2) Allogeneic bone marrow transplants for the treatment of aplastic anemia, severe combined
immunodeficiency disease, Wiskott-Aldrich syndrome, or the following types of leukemia: acute
myelocytic leukemia in relapse or remission, chronic myelogenous leukemia, and acute lemphocytic
leukemia in remission.

(3) Autologous bone marrow transplants for treatment of the following conditions: acute leukemia
in remission with a high probability of relapse when there is no matched donor; resistant non-Hodgkin’s
lymphomas; lymphomas presenting poor prognostic features; recurrent or refractory neuroblastoma; or
advanced Hodgkin’s disease when conventional therapy has failed and there is no matched donor.

(4) Liver transplants for persons with extrahepatic biliary artesia or any other form of end-stage
liver disease, except that coverage is not provided for persons with a malignancy extending beyond the
margins of the liver.

Liver transplants require preprocedure review by the lowa Foundation for Medical Care.
(Cross-reference 78.1(19) and 78.28(1)“’f.”)

Covered liver transplants are payable only when performed in a facility that meets the requirements
of 78.3(10).

(5) Heart transplants. Artificial hearts and ventricular assist devices, either as a permanent
replacement for a human heart or as a temporary life-support system until a human heart becomes
available for transplants, are not covered. Heart-lung transplants are covered where bilateral or
unilateral lung transplantation with repair of a congenital cardiac defect is contraindicated.

Heart transplants and heart-lung transplants described above require preprocedure review by
the Iowa Foundation for Medical Care. (Cross-reference 78.1(19) and 78.28(1)“f.”) Covered heart
transplants are payable only when performed in a facility that meets the requirements of 78.3(10).

(6) Lung transplants. Lung transplants for persons having end-stage pulmonary disease. Lung
transplants require preprocedure review by the lowa Foundation for Medical Care. (Cross-reference
78.1(19) and 78.28(1) . ) Covered transplants are payable only when performed in a facility that meets
the requirements of 78.3(10). Heart-lung transplants are covered consistent with criteria in subparagraph
(5) above.

(7) Pancreas transplants for persons with type I diabetes mellitus, as follows:

1. Simultaneous pancreas-kidney transplants and pancreas after kidney transplants are covered.

2. Pancreas transplants alone are covered for persons exhibiting any of the following:

e A history of frequent, acute, and severe metabolic complications (e.g., hypoglycemia,
hyperglycemia, or ketoacidosis) requiring medical attention.

e  C(Clinical problems with exogenous insulin therapy that are so severe as to be incapacitating.

e  Consistent failure of insulin-based management to prevent acute complications.

The pancreas transplants listed under this subparagraph require preprocedure review by the lowa
Foundation for Medical Care. (Cross-reference 78.1(19) and 78.28(1) /. )
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Covered transplants are payable only when performed in a facility that meets the requirements of
78.3(10).

Transplantation of islet cells or partial pancreatic tissue is not covered.

b.  Donor expenses incurred directly in connection with a covered transplant are payable. Expenses
incurred for complications that arise with respect to the donor are covered only if they are directly and
immediately attributed to surgery. Expenses of searching for a donor are not covered.

c.  All transplants must be medically necessary and meet other general requirements of this chapter
for physician and hospital services.

d.  Payment will not be made for any transplant not specifically listed in paragraph “a.”

78.1(21) Utilization review. Ultilization review shall be conducted of Medicaid members who
access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, federally qualified health centers, other clinics, and emergency rooms. For the
purposes of utilization review, the term “physician” does not include a psychiatrist. Refer to rule
441—76.9(249A) for further information concerning the member lock-in program.

78.1(22) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.

a. Ifthe risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b.  If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. Enhanced services include health education, social services, nutrition education, and a
postpartum home visit. Additional reimbursement shall be provided for obstetrical services related to a
high-risk pregnancy. (See description of enhanced services at subrule 78.25(3).)

78.1(23) EPSDT care coordination. Rescinded IAB 12/3/08, effective 2/1/09.

78.1(24) Topical fluoride varnish. Payment shall be made for application of an FDA-approved
topical fluoride varnish, as defined by the Current Dental Terminology, Third Edition (CDT-3), for the
purpose of preventing the worsening of early childhood caries in children aged 0 to 36 months of age,
when rendered by physicians acting within the scope of their practice, licensure, and other applicable
state law, subject to the following provisions and limitations:

a. Application of topical fluoride varnish must be provided in conjunction with an early and
periodic screening, diagnosis, and treatment (EPSDT) examination which includes a limited oral
screening.

b.  Separate payment shall be available only for application of topical fluoride varnish, which shall
be at the same rate of reimbursement paid to dentists for providing this service. Separate payment for the
limited oral screening shall not be available, as this service is already part of and paid under the EPSDT
screening examination.

c. Parents, legal guardians, or other authorized caregivers of children receiving application of
topical fluoride varnish as part of an EPSDT screening examination shall be informed by the physician or
auxiliary staff employed by and under the physician’s supervision that this application is not a substitute
for comprehensive dental care.

d.  Physicians rendering the services under this subrule shall make every reasonable effort to refer
or facilitate referral of these children for comprehensive dental care rendered by a dental professional.

This rule is intended to implement lowa Code section 249A.4.
[ARC 8714B, IAB 5/5/10, effective 5/1/10]

441—78.2(249A) Prescribed outpatient drugs. Payment will be made for “covered outpatient drugs”
as defined in 42 U.S.C. Section 1396r-8(k)(2)-(4) subject to the conditions and limitations specified in
this rule.

78.2(1) Qualified prescriber. All drugs are covered only if prescribed by a legally qualified
practitioner (physician, dentist, podiatrist, therapeutically certified optometrist, physician assistant, or
advanced registered nurse practitioner).

78.2(2) Prescription required. As a condition of payment for all drugs, including “nonprescription”
or “over-the-counter” drugs that may otherwise be dispensed without a prescription, a prescription shall
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be transmitted as specified in lowa Code sections 124.308 and 155A.27, subject to the provisions of lowa
Code section 155A.29 regarding refills. All prescriptions shall be available for audit by the department.

78.2(3) Qualified source. All drugs are covered only if marketed by manufacturers that have signed
a Medicaid rebate agreement with the Secretary of Health and Human Services in accordance with Public
Law 101-508 (Omnibus Budget Reconciliation Act of 1990).

78.2(4) Prescription drugs. Drugs that may be dispensed only upon a prescription are covered
subject to the following limitations.

a.  Prior authorization is required as specified in the preferred drug list published by the department
pursuant to lowa Code section 249A.20A as amended by 2010 Iowa Acts, Senate File 2088, section 347.

(1) For any drug requiring prior authorization, reimbursement will be made for a 72-hour or
three-day supply dispensed in an emergency when a prior authorization request cannot be submitted.

(2) Unless the manufacturer or labeler of a mental health prescription drug that has a significant
variation in therapeutic or side effect profile from other drugs in the same therapeutic class enters into a
contract to provide the state with a supplemental rebate, the drug may be placed on the preferred drug list
as nonpreferred, with prior authorization required. However, prior authorization shall not be required
for such a drug for a member whose regimen on the drug was established before January 1, 2011, as
verified by documented pharmacy claims.

(3) For mental health prescription drugs requiring prior authorization that have a significant
variation in therapeutic or side effect profile from other drugs in the same therapeutic class,
reimbursement will be made for up to a seven-day supply pending prior authorization. A request for
prior authorization shall be deemed approved if the prescriber:

1. Has on file with the department current contact information, including a current fax number,
and a signed Form 470-4914, Fax Confidentiality Certificate, and

2. Does not receive a notice of approval or disapproval within 48 hours of a request for prior
authorization.

b.  Payment is not made for:

(1) Drugs whose prescribed use is not for a medically accepted indication as defined by Section
1927(k)(6) of the Social Security Act.

(2) Drugs used to cause anorexia, weight gain, or weight loss, except for lipase inhibitor drugs
prescribed for weight loss with prior authorization as provided in paragraph “a.”

(3) Drugs used for cosmetic purposes or hair growth.

(4) Drugs used to promote smoking cessation, except for varenicline with prior authorization as
provided in paragraph “a” above and generic, sustained-release bupropion products that are indicated
for smoking cessation by the U.S. Food and Drug Administration.

(5) Otherwise covered outpatient drugs if the manufacturer seeks to require as a condition of sale
that associated tests or monitoring services be purchased exclusively from the manufacturer or the
manufacturer’s designee.

(6) Drugs described in Section 107(c)(3) of the Drug Amendments of 1962 and identical, similar,
or related drugs (within the meaning of Section 310.6(b)(1) of Title 21 of the Code of Federal Regulations
(drugs identified through the Drug Efficacy Study Implementation (DESI) review)).

(7) “Covered Part D drugs” as defined by 42 U.S.C. Section 1395w-102(e)(1)-(2) for any “Part D
eligible individual” as defined by 42 U.S.C. Section 1395w-101(a)(3)(A), including a member who is
not enrolled in a Medicare Part D plan.

(8) Drugs prescribed for fertility purposes, except when prescribed for a medically accepted
indication other than infertility, as defined in subparagraph (1).

(9) Drugs used for the treatment of sexual or erectile dysfunction, except when used to treat a
condition other than sexual or erectile dysfunction for which the drug has been approved by the U.S.
Food and Drug Administration.

(10) Prescription drugs for which the prescription was executed in written (and nonelectronic) form
unless the prescription was executed on a tamper-resistant pad, as required by Section 1903(i)(23) of the
Social Security Act (42 U.S.C. Section 1396b(i)(23)).
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78.2(5) Nonprescription drugs. The following drugs that may otherwise be dispensed without a
prescription are covered subject to the prior authorization requirements stated below and as specified
in the preferred drug list published by the department pursuant to lowa Code section 249A.20A:

Acetaminophen tablets 325 mg, 500 mg

Acetaminophen elixir 160 mg/5 ml

Acetaminophen solution 100 mg/ml

Acetaminophen suppositories 120 mg

Artificial tears ophthalmic solution

Artificial tears ophthalmic ointment

Aspirin tablets 325 mg, 650 mg, 81 mg (chewable)

Aspirin tablets, enteric coated 325 mg, 650 mg, 81 mg

Aspirin tablets, buffered 325 mg

Bacitracin ointment 500 units/gm

Benzoyl peroxide 5%, gel, lotion

Benzoyl peroxide 10%, gel, lotion

Calcium carbonate chewable tablets 1250 mg (500 mg elemental calcium)

Calcium carbonate suspension 1250 mg/5 ml

Calcium carbonate tablets 600 mg

Calcium carbonate-vitamin D tablets 500 mg-200 units

Calcium carbonate-vitamin D tablets 600 mg-200 units

Calcium citrate tablets 950 mg (200 mg elemental calcium)

Calcium gluconate tablets 650 mg

Calcium lactate tablets 650 mg

Cetirizine hydrochloride liquid 1 mg/ml

Cetirizine hydrochloride tablets 5 mg

Cetirizine hydrochloride tablets 10 mg

Chlorpheniramine maleate tablets 4 mg

Clotrimazole vaginal cream 1%

Diphenhydramine hydrochloride capsules 25 mg

Diphenhydramine hydrochloride elixir, liquid, and syrup 12.5 mg/5 ml

Epinephrine racemic solution 2.25%

Ferrous sulfate tablets 325 mg

Ferrous sulfate elixir 220 mg/5 ml

Ferrous sulfate drops 75 mg/0.6 ml

Ferrous gluconate tablets 325 mg

Ferrous fumarate tablets 325 mg

Guaifenesin 100 mg/5 ml with dextromethorphan 10 mg/5 ml liquid

Ibuprofen suspension 100 mg/5 ml

Ibuprofen tablets 200 mg

Insulin

Lactic acid (ammonium lactate) lotion 12%

Loperamide hydrochloride liquid 1 mg/5 ml

Loperamide hydrochloride tablets 2 mg

Loratadine syrup 5 mg/5 ml

Loratadine tablets 10 mg

Magnesium hydroxide suspension 400 mg/5 ml

Magnesium oxide capsule 140 mg (85 mg elemental magnesium)

Magnesium oxide tablets 400 mg

Meclizine hydrochloride tablets 12.5 mg, 25 mg oral and chewable

Miconazole nitrate cream 2% topical and vaginal

Miconazole nitrate vaginal suppositories, 100 mg

Multiple vitamin and mineral products with prior authorization
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Neomycin-bacitracin-polymyxin ointment

Niacin (nicotinic acid) tablets 50 mg, 100 mg, 250 mg, 500 mg

Nicotine gum 2 mg, 4 mg

Nicotine patch 7 mg/day, 14 mg/day and 21 mg/day

Pediatric oral electrolyte solutions

Permethrin liquid 1%

Pseudoephedrine hydrochloride tablets 30 mg, 60 mg

Pseudoephedrine hydrochloride liquid 30 mg/5 ml

Pseudoephedrine/dextromethorphan 15 mg/7.5 mg/5 mL liquid

Pseudoephedrine/dextromethorphan 20 mg/10 mg/5 mL liquid

Pseudoephedrine/dextromethorphan 30 mg/15 mg/5 mL liquid

Pseudoephedrine/dextromethorphan 20 mg/10 mg/5 mL elixir

Pseudoephedrine/dextromethorphan 15 mg/7.5 mg/5 mL syrup

Pseudoephedrine/dextromethorphan 30 mg/15 mg/5 mL syrup

Pseudoephedrine/dextromethorphan 7.5 mg/2.5 mg/0.8 mL solution

Pyrethrins-piperonyl butoxide liquid 0.33-4%

Pyrethrins-piperonyl butoxide shampoo 0.3-3%

Pyrethrins-piperonyl butoxide shampoo 0.33-4%

Salicylic acid liquid 17%

Senna tablets 187 mg

Sennosides-docusate sodium tablets 8.6 mg-50 mg

Sennosides syrup 8.8 mg/5 ml

Sennosides tablets 8.6 mg

Sodium bicarbonate tablets 325 mg

Sodium bicarbonate tablets 650 mg

Sodium chloride hypertonic ophthalmic ointment 5%

Sodium chloride hypertonic ophthalmic solution 5%

Tolnaftate 1% cream, solution, powder

Other nonprescription drugs listed as preferred in the preferred drug list published by the department
pursuant to lowa Code section 249A.20A.

78.2(6) Quantity prescribed and dispensed.

a.  When it is not therapeutically contraindicated, the legally qualified practitioner shall prescribe
a quantity of prescription medication sufficient for up to a 31-day supply. Oral contraceptives may be
prescribed in 90-day quantities.

b.  Oral solid forms of covered nonprescription items shall be prescribed and dispensed in a
minimum quantity of 100 units per prescription or the currently available consumer package size except
when dispensed via a unit-dose system.

78.2(7) Lowest cost item. The pharmacist shall dispense the lowest cost item in stock that meets the
requirements of the practitioner as shown on the prescription.

78.2(8) Consultation. In accordance with Public Law 101-508 (Omnibus Budget Reconciliation
Act of 1990), a pharmacist shall offer to discuss information regarding the use of the medication with
each Medicaid member or the caregiver of a member presenting a prescription. The consultation is not
required if the person refuses the consultation. Standards for the content of the consultation shall be
found in rules of the Iowa board of pharmacy.

This rule is intended to implement lowa Code section 249A 4.
[ARC 8097B, IAB 9/9/09, effective 11/1/09; ARC 9175B, IAB 11/3/10, effective 1/1/11]

441—78.3(249A) Inpatient hospital services. Payment for inpatient hospital admission is approved
when it meets the criteria for inpatient hospital care as determined by the lowa Foundation for Medical
Care (IFMC). All cases are subject to random retrospective review and may be subject to a more intensive
retrospective review if abuse is suspected. In addition, transfers, outliers, and readmissions within 31
days are subject to random review. Readmissions to the same facility due to premature discharge shall
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not be paid a new DRG. Selected admissions and procedures are subject to a 100 percent review before
the services are rendered. Medicaid payment for inpatient hospital admissions and continued stays are
approved when the admissions and continued stays are determined to meet the criteria for inpatient
hospital care. (Cross-reference 78.28(5)) The criteria are available from IFMC, 6000 Westown Parkway,
Suite 350E, West Des Moines, lowa 50265-7771, or in local hospital utilization review offices. No
payment will be made for waiver days.

See rule 441—78.31(249A) for policies regarding payment of hospital outpatient services.

If the recipient is eligible for inpatient or outpatient hospital care through the Medicare program,
payment will be made for deductibles and coinsurance as set out in 441—subrule 79.1(22).

The DRG payment calculations include any special services required by the hospital, including a
private room.

78.3(1) Payment for Medicaid-certified physical rehabilitation units will be approved for the day of
admission but not the day of discharge or death.

78.3(2) No payment will be approved for private duty nursing.

78.3(3) Certification of inpatient hospital care shall be the same as that in effect in part A of Medicare.
The hospital admittance records are sufficient for the original certification.

78.3(4) Services provided for intestinal or gastric bypass surgery for treatment of obesity requires
prior approval, which must be obtained by the attending physician before surgery is performed.

78.3(5) Payment will be approved for drugs provided inpatients subject to the same provisions
specified in 78.2(1) and 78.2(4) “b (1) to (10) except for 78.2(4) “b (7). The basis of payment for drugs
administered to inpatients is through the DRG reimbursement.

a. Payment will be approved for drugs and supplies provided outpatients subject to the same
provisions specified in 78.2(1) through 78.2(4) except for 78.2(4) “b (7). The basis of payment for drugs
provided outpatients is through a combination of Medicaid-determined fee schedules and ambulatory
payment classification, pursuant to 441—subrule 79.1(16).

b.  Hospitals that wish to administer vaccines which are available through the Vaccines for Children
program to Medicaid members shall enroll in the Vaccines for Children program. In lieu of payment,
vaccines available through the Vaccines for Children program shall be accessed from the department of
public health for Medicaid members.

78.3(6) Payment for nursing care provided by a hospital shall be made to those hospitals which have
been certified by the department of inspections and appeals as meeting the standards for a nursing facility.

78.3(7) Payment for inpatient hospital tests for purposes of diagnosis and treatment shall be made
only when the tests are specifically ordered for the diagnosis and treatment of a particular patient’s
condition by the attending physician or other licensed practitioner acting within the scope of practice
as defined by law, who is responsible for that patient’s diagnosis or treatment.

78.3(8) Rescinded IAB 2/6/91, effective 4/1/91.

78.3(9) Payment will be made for sterilizations in accordance with 78.1(16).

78.3(10) Payment will be approved for organ and tissue transplant services, as specified in subrule
78.1(20). Kidney, cornea, skin, bone, allogeneic bone marrow, autologous bone marrow, heart, liver,
and lung transplants are covered as specified in subrule 78.1(20). Lung transplants are payable at
Medicare-designated lung transplant centers only. Heart and liver transplants are payable when
performed at facilities that meet the following criteria:

a.  Recipient selection and education.

(1) Selection. The transplant center must have written criteria based on medical need for
transplantation for final facility selection of recipients. These criteria should include an equitable,
consistent and practical protocol for selection of recipients. The criteria must be at least as strict as
those specified by Medicare.

(2) Education. The transplant center will provide a written plan for recipient education. It shall
include educational plans for recipient, family and significant others during all phases of the program.
These phases shall include:

Intake.

Preparation and waiting period.
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Preadmission.

Hospitalization.

Discharge planning.

Follow-up.

b.  Staffing and resource commitment.

(1) Transplant surgeon. The transplant center must have on staff a qualified transplant surgeon.

The surgeon must have received at least one year of training at a transplant center approved by the
American Society of Transplant Surgeons under the direction of an experienced transplant surgeon and
must have had at least two years of experience in all facets of transplant surgery specific to the surgeon’s
specialty. This experience must include management of recipients’ presurgical and postsurgical care and
actual experience as a member of a transplant team at the institution. The transplant surgeon will have an
understanding of the principles of and demonstrated expertise in the use of immunosuppressive therapy.

The transplant surgeon will be certified by the American Board of Thoracic Surgery or equivalent
for heart transplants and the American Board of Surgery or equivalent for liver transplants.

The transplant surgeon will be the defined leader of a stable, established transplant team that has a
strong commitment to the transplant program.

(2) Transplant team. The transplant team will be clearly defined with leadership and corresponding
responsibilities of all team members identified.

The team should consist of:

A surgeon director.

A board-certified internist or pediatrician with training and expertise in organ transplantation
medicine and clinical use of immunosuppressive regimens.

The transplant center will assume responsibility for initial training and continuing education of the
transplant team and ancillary personnel. The center will maintain records that demonstrate competency
in achieving, maintaining and improving skills in the distinct areas of expertise of each of the team
members.

(3) Physicians. The transplant center will have on staff or available for consultation physicians
with the following areas of expertise:

Anesthesiology.

Cardiology.

Dialysis.

Gastroenterology.

Hepatology.

Immunology.

Infectious diseases.

Nephrology.

Neurology.

Pathology.

Pediatrics.

Psychiatry.

Pulmonary medicine.

Radiology.

Rehabilitation medicine.

Liaison with the recipient’s permanent physician is established for the purpose of providing
continuity and management of the recipient’s long-term care.

(4) Support personnel and resources. The center must have a commitment of sufficient resources
and planning for implementation and operation of the transplant program. Indicators of the commitment
will include the following:

Persons with expertise in the following areas available at the transplant center:

Anesthesiology.

Blood bank services.

Cardiology.
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Cardiovascular surgery.

Dialysis.

Dietary services.

Gastroenterology.

Infection control.

Laboratory services (pathology, microbiology, immunology, tissue typing, and monitoring of
immunosuppressive drugs).

Legal counsel familiar with transplantation laws and regulations.

Nursing service department with staff available who have expertise in the care of transplant
recipients, especially in managing immunosuppressed patients and hemodynamic support.

Respiratory therapy.

Pharmaceutical services.

Physical therapy.

Psychiatry.

Psycho-social.

The center will have active cardiovascular, medical, and surgical programs with the ability and
willingness to perform diagnostic and evaluative procedures appropriate to transplants on an emergency
and ongoing basis.

The center will have designated an adequate number of intensive care and general service beds to
support the transplant center.

(5) Laboratory. Each transplant center must have direct local 24-hour per day access to
histocompatibility testing facilities. These facilities must meet the Standards for Histocompatibility
Testing set forth by the Committee on Quality Assurance and Standards of the American Society for
Histocompatibility and Immunogenetics (ASHI). As specified by ASHI, the director of the facility shall
hold a doctoral degree in biological science, or be a physician, and subsequent to graduation shall have
had four years’ experience in immunology, two of which were devoted to formal training in human
histocompatibility testing, documented to be professionally competent by external measures such as
national proficiency testing, participation in national or international workshops or publications in
peer-reviewed journals. The laboratory must successfully participate in a regional or national testing
program.

c.  Experience and survival rates.

(1) Experience. Centers will be given a minimum volume requirement of 12 heart or 12 liver
transplants that should be met within one year. Due to special considerations such as patient case mix or
donor availability, an additional one year conditional approval may be given if the minimum volume is
not met the first year.

For approval of an extrarenal organ transplant program it is highly desirable that the institution: 1.
has available a complete team of surgeons, physicians, and other specialists with specific experience in
transplantation of that organ, or 2. has an established approved renal transplant program at that institution
and personnel with expertise in the extrarenal organ system itself.

(2) Survival rates. The transplant center will achieve a record of acceptable performance consistent
with the performance and outcomes at other successful designated transplant centers. The center will
collect and maintain recipient and graft survival and complication rates. A level of satisfactory success
and safety will be demonstrated with bases for substantial probability of continued performance at an
acceptable level.

To encourage a high level of performance, transplant programs must achieve and maintain a
minimum one-year patient survival rate of 70 percent for heart transplants and 50 percent for liver
transplants.

d.  Organ procurement. The transplant center will participate in a nationwide organ procurement
and typing network.

Detailed plans must exist for organ procurement yielding viable transplantable organs in reasonable
numbers, meeting established legal and ethical criteria.

The transplant center must be a member of the National Organ Procurement and Transplant Network.
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e.  Maintenance of data, research, review and evaluation.

(1) Maintenance of data. The transplant center will collect and maintain data on the following:

Risk and benefit.

Morbidity and mortality.

Long-term survival.

Quality of life.

Recipient demographic information.

These data should be maintained in the computer at the transplant center monthly.

The transplant center will submit the above data to the United Network of Organ Sharing yearly.

(2) Research. The transplant center will have a plan for and a commitment to research.

Ongoing research regarding the transplanted organs is required.

The transplant center will have a program in graduate medical education or have a formal agreement
with a teaching institution for affiliation with a graduate medical education program.

(3) Review and evaluation. The transplant center will have a plan for ongoing evaluation of the
transplantation program.

The transplant center will have a detailed plan for review and evaluation of recipient selection,
preoperative, operative, postoperative and long-term management of the recipie